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Abstract
Background: Arthroscopy is considered as “the gold standard” for the diagnosis of traumatic intraarticular knee
lesions. However, recent developments in magnetic resonance imaging (MRI) now offer good opportunities for the
indirect assessment of the integrity and structural changes of the knee articular cartilage. The study was to
investigate whether cartilage-specific sequences on a 3-Tesla MRI provide accurate assessment for the detection of
cartilage defects.
Methods: A 3-Tesla (3-T) MRI combined with three-dimensional double-echo steady-state (3D-DESS) cartilage
specific sequences was performed on 210 patients with knee pain prior to knee arthroscopy. Sensitivity, specificity,
and positive and negative predictive values of magnetic resonance imaging were calculated and correlated to the
arthroscopic findings of cartilaginous lesions. Lesions were classified using the modified Outerbridge classification.
Results: For the 210 patients (1260 cartilage surfaces: patella, trochlea, medial femoral condyle, medial tibia, lateral
femoral condyle, lateral tibia) evaluated, the sensitivities, specificities, positive predictive values, and negative
predictive values of 3-T MRI were 83.3, 99.8, 84.4, and 99.8 %, respectively, for the detection of grade IV lesions; 74.1,
99.6, 85.2, and 99.3 %, respectively, for grade III lesions; 67.9, 99.2, 76.6, and 98.2 %, respectively, for grade II lesions;
and 8.8, 99.5, 80, and 92 %, respectively, for grade I lesions.
Conclusions: For grade III and IV lesions, 3-T MRI combined with 3D-DESS cartilage-specific sequences represents
an accurate diagnostic tool. For grade II lesions, the technique demonstrates moderate sensitivity, while for grade I
lesions, the sensitivity is limited to provide reliable diagnosis compared to knee arthroscopy.
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Background
Focal cartilage defects display poor healing ability and
favor the development of early osteoarthritis [1]. Arth-
roscopy is considered as “the gold standard” for the
diagnosis of traumatic intraarticular knee lesions, having
accuracy as high as 95 to 98 % [2–5]. This technique,
however, is invasive and expensive and displays potential
complications [6, 7]. Recent developments of ultra-high-
field magnetic resonance imaging (MRI) offer another
method for indirect assessment of the integrity and
structural changes of the articular cartilage of the knee
joint. [8].
Several recent studies report on the sensitivity and
specificity of the MRI in detecting meniscal and liga-
mentous lesions of the knee [9, 10]. However, cartilage
lesions are difficult to evaluate by standard MRI, even
when cartilage-specific sequences are applied [11–14].
Recent data support that the addition of a T2 mapping
sequence to a routine MR protocol at 3.0 T improved
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sensitivity in the early detection of cartilage degenerative
lesions [15]. Still, 3D dual echo in the steady state
(DESS) sequences have been shown to provide improved
universal cartilage discrimination with sufficient retest
precision [16, 17]. Three 3-Tesla (3-T) MRI displays a
distinct signal gain that may be transferred into a higher
spatial resolution as well as a shorter acquisition time,
thus facilitating the detection of cartilaginous lesions
[11, 18]. Crema et al., applying 3D spoiled gradient
recalled echo (SPGR) sequences (for cartilage thickness)
and 3D inversion recovery-prepared SPGR sequences after
delayed gadolinium-enhanced MRI of cartilage (dGEM-
RIC), reported an association between decrease in dGEM-
RIC indices and early stages of cartilage degeneration [19].
Van Dyck et al. stated that cartilage imaging of the knee at
3 T can be reliably performed using 3D-TSE, showing high
accuracy when compared to standard sequences [20].
Literature data support a uniform (medial, lateral) dis-
tribution of grade I/II defects in 3-T MRI exam. High-
grade lesions (grade III/IV), however, showed a predilec-
tion for medial localization [21–26]. Intra-articular knee
lesions are associated with significant morbidity and
frequently require surgical treatment. The purpose of
the study was to investigate whether cartilage-specific
sequences on a 3-Tesla MRI provide accurate assess-
ment for the detection of cartilage defects. Authors’
hypothesis was that 3-T MRI combined with cartilage-
specific three-dimensional double-echo steady-state (3D-
DESS) sequences represents an accurate method for the
detection of cartilage defects in comparison with arth-
roscopy, as the standard and that high-grade cartilagin-
ous lesions (grade III/IV) demonstrate a predilection for
medial localization.
Methods
For 210 patients with knee pain, 3-T MR imaging
including cartilage-specific 3D-DESS sequences was
prospectively performed prior to knee arthroscopy. All
patients were sampled consecutively from the out-
patient clinic of the authors’ institution (University
Orthopaedic Department, level A Trauma Centre) and
were submitted to anteroposterior and lateral knee X-
rays prior to MR imaging. All demonstrated cartilagin-
ous lesions and composed the study group. Inclusion
criteria were a history of knee pain greater than
3 months and clinical suspicion of internal knee
pathology. Patients with a history of ipsilateral knee
surgery, prior intra-articular fractures, evidence of
ligamentous injury, advanced osteoarthritis, or with
externally obtained MRI were excluded from the
study. This study was approved by the Inselspital re-
view board and ethics committee. All patients pro-
vided written informed consent.
MRI protocol
All MRI examinations were performed with an advanced
3-Tesla MRI scanner (Magnetom Verio TIM, software
version VB 17, Siemens, Erlangen, Germany) using a
dedicated 15-channel phased array knee coil. Knee joint
cartilage was evaluated using standard MRI sequences as
well as an isotropic multiplanar reconstructible 3D-
DESS sequence (dual echo steady state gradient recalled
echo) with selective water excitation (WE). The repeti-
tion time (TR) was 5 ms, and the echo time (TE) was
14.2 ms. The flip angle (FA) was 25°. An isotropic voxel
size with a volume of 0.33 mm3 was applied for cartilage
imaging [27]. For localization of the cartilage lesions,
multiplanar reconstructions in axial, sagittal, and coronal
planes optimized for the anatomy of the joint were used.
Cartilage lesions were classified based on their extent
and depth using the modified Outerbridge classification
[28–32].
MR images were reviewed separately by two independ-
ent readers, an orthopedic surgeon experienced on mus-
culoskeletal imaging and a radiologist. Both were blinded
to clinical data, including surgical reports. Interclass cor-
relation coefficient (ICC) was calculated among the two
independent readers for each grade of lesions identified
on MRI evaluations [33].
To compare the MRI results to those found at arthros-
copy, the articular surface of the knee was divided into
six regions: patella, trochlea, medial femoral condyle,
medial tibia, lateral femoral condyle, and lateral tibia.
Areas were consecutively marked with an “M” and “L,”
respectively. For each femoral, tibial, trochlear, and pa-
tellar region, the occurrence of grades I–IV Outerbridge
lesion at each position was tabulated by frequency tables.
Each cartilage surface was analyzed as a single entity. To
perform a direct comparison between MRI and arthros-
copy, we used a classification based on the Outerbridge
macroscopic grading [30, 32]. Grade 0 is defined as car-
tilage with a normal intrinsic signal and surface contour
while signal heterogeneities within the cartilage in the
presence of a smooth surface were rated as grade I le-
sions and conform to the arthroscopic finding of a cartil-
age softening. Grade 2 were defined as the lesions
showing fibrillation or erosion composing less than 50 %
of the cartilage thickness while defects of more than
50 % with or without small bone ulcerations were de-
fined as grade III. Full-thickness cartilage lesions were
defined as grade IV. In cases of multiple cartilage defects
within one of the six articular surfaces, only the highest
grade of cartilage damage was documented.
Arthroscopy
Indications for arthroscopic surgery included documen-
tation and treatment of cartilage and meniscal lesions as
well as joint instability. Arthroscopic grading of cartilage
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disorders was performed by an orthopedic surgeons
experienced in knee surgery. MRI images were available
to the surgeon prior to knee arthroscopy, whereas the
MRI grading of the hyaline cartilage was not present.
Arthroscopies were performed through standard antero-
medial and anterolateral portals. Arthroscopic findings
were classified in grades 0 to IV according to the system
of Outerbridge [8, 30]. Cartilage lesions were recorded
in a standardized documentation sheet derived from the
mapping method employed by the International Cartil-
age Repair Society (ICRS) [34]. All arthroscopies were
performed by the same surgeon within 2 weeks from
MRI.
Statistical analysis
Statistical analysis was performed using the Statistical
Package for the Social Sciences (SPSS) version 12. Com-
parisons between qualitative variables were performed
using the chi-square test. p values <0.05 were considered
as statistically significant. Sensitivity, specificity, and
positive and negative predictive values, p values, and
kappa agreement measures were calculated to test the
validity of MRI compared against arthroscopy.
Results
The study included 210 patients, all exhibiting cartilage
defects (1260 articular surfaces). Of those, 90 were
women and 120 were men with a mean age of 42 years
(range 18–81 years). The total number of detected
lesions on arthroscopy and MRI for each anatomical
location (femur, tibia, patella, and trochlea) is illustrated
on Table 1. A total of 473 lesions were arthroscopically
detected: 248 (52.4 %) were grade I lesions, 131 (27.7 %)
grade II, 63 (13.3 %) grade III, and 31 (6.6 %) grade IV.
The area most commonly affected was the patellar com-
partment with 99 (20.9 %) lesions, followed by the med-
ial tibial plateau with 92 (19.5 %), the medial femoral
condyle with 85 (18.0 %), the lateral femoral condyle
with 71 (15.0 %), the lateral tibial plateau with 68
(14.4.0 %), and the trochlea with 58 (12.2 %) lesions.
MRI detected a total of 202 lesions. Of those, 38
(18.8 %) were grade I, 90 (44.5 %) grade II, 45 (22.3 %)
grade III, and 29 (14.4 %) grade IV. The area most com-
monly affected was the patellar compartment with 61
(30.1 %) lesions, followed by the medial femoral condyle
with 41 (20.3 %), the medial tibial condyle with 38
(18.8 %), the lateral femoral condyle with 24 (11.9 %),
the trochlea with 20 (9.9 %), and the lateral tibial con-
dyle with 18 (8.9 %) lesions (Figs. 1, 2, 3, and 4). ICC for
each grade of lesions identified on MRI evaluations was
0.34 (p = 0.03) for grade I, 0.67 (p < 0.001) for grade II,
0.89 (p < 0.001) for grade III, and 0.99 (p < 0.001) for
grade IV lesions, showing consistency between the two
independent reviewers for grades II–IV lesions.
Statistical analysis reporting sensitivity, specificity,
positive predicting value, and negative predicting value
according to the grade and the localization of the le-
sions is shown on Table 2. Data show that 3D-DESS
3-T MRI displayed low sensitivity and high specificity
in the detection of grade I cartilaginous lesions in
various knee compartments. However, for grade II–IV
lesions, higher values of sensitivity were documented.
The highest sensitivity was noted at the patellar com-
partment of grade IV lesion while the lowest at the
femoral condyle of grade I lesions.
Table 1 Distribution of the cartilaginous lesions (arthroscopy/
MRI)
Grade Femur Tibia Patella Trochlea
GI 84/9 80/8 49/17 35/4
GII 38/26 53/30 27/24 13/10
GIII 23/16 19/12 19/18 3/3
GIV 13/13 8/7 4/4 5/5
Fig. 1 MRI and arthroscopic image of a grade I lesion in an 18-year-old male. The lesion is hardly visible in sagittal source images, coronal
reconstructions with a slice thickness of 1.5 mm already miss the grade I lesion
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Fig. 2 MRI and arthroscopic image of a grade II lesion in a 32-year-old male patient, reported by both readers. It is well visible in the
sagittal images
Fig. 3 MRI and arthroscopic image of a grade III lesion in a 42-year-old male patient. The lesion is hard to miss. The cartilage remnants can be
well seen and therefore a grade IV lesion can be ruled out
Fig. 4 MRI and arthroscopic image of a grade IV lesion in a 42-year-old patient completely depleted of cartilage in the weight bearing area
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Discussion
Focal cartilage defects favor the development of early
knee osteoarthritis. Although various classifications of
cartilaginous changes of the knee have been applied in
the current literature, the modified Outerbridge classifi-
cation remains the descriptive standard for macroscopic
evaluation of the cartilage [1, 28–31].
MRI represents the best imaging technique currently
available for the assessment of articular cartilage displaying
an excellent soft-tissue contrast [34, 35]. It has the capacity
of providing morphologic information on cartilage defects,
such as fissuring and partial- or full-thickness lesions. Non-
invasive procedures such as MRI are being vigorously dis-
cussed regarding their sensitivity and specificity and have
so far produced good results. Literature data reports that
MRI represents a sensitive and accurate tool for evaluating
the morphology and structure of joint cartilage, as well as
the accompanying pathological changes [36–38]. It has
been shown that 3-Tesla equipments have become very
efficient in showing the whole articular cartilage and classi-
fying the degenerative damage by analyzing morphological,
structural, and physical properties. Whether or not MRI
underestimates the number and size of cartilage lesions of
the knee joint is a point of controversy [36]. There is gen-
eral agreement that cartilage damage evaluation on stand-
ard MRI examination remains problematic. However,
recently developed cartilage-specific MRI sequences were
able to demonstrate, depending on the severity of the le-
sion, a sensitivity of 43 to 87 % and a specificity of 89 to
97 % [21, 39–42]. In the present study, joint cartilage was
examined using the well-established 3D-DESS sequence on
a 3-Tesla MRI scanner, which various studies have shown
to be very well suited for this purpose and therefore has
served as a standard of reference in cartilage imaging in
many major preceding studies [37–39]. In addition to visu-
alizing the actual cartilage thickness plus adequate contrast-
ing of the cartilage-bone border, this sequence has the
advantage of enabling multiplanar three-dimensional re-
construction, thus allowing detailed evaluation of joint
cartilage lesions [16, 43, 44].
The results of this study show that the highest sensi-
tivity values were encountered at the articular surface of
the patella for all grades of lesions (sensitivity range
from 26.0 % for grade I to 100.0 %for grade IV lesions).
However, further statistical analysis incorporating the
grade of the cartilaginous defects and the modified Out-
erbridge classification demonstrated a significant low
sensitivity and high specificity for grade I lesions while
higher sensitivity values were encountered for grade II–
IV lesions, respectively (Table 2).
Similar studies report sensitivities ranging from 14 to
100 % and specificities ranging from 80 to 100 % for the
detection of partial- and full-thickness cartilage lesions
[45–47]. Using a 3-T MRI and the cartilage-specific 3D-
DESS sequences, our diagnostic values for the detection
of grade III and IV lesions were well within these ranges.
In addition, for the obscure grade II lesions, 3-T MRI
showed a relatively good sensitivity (mean sensitivity
67.9 %, range 55.8 to 73.8 %) compared with the litera-
ture, where grade II lesions either are not detectable or
show sensitivities ranging from 14 to 67 %. [14, 45–48].
The results of this study suggest that the value of 3-T
MRI, even when combined with cartilage-specific 3D-
DESS sequences, still remains limited for the detection
of grade I changes. Similarly, Potter et al. reported that
in some cases, MR images suggested grade I lesions that
could not be verified by subsequent arthroscopy [49].
The data demonstrate that 3D-DESS MRI, although very
efficient in detecting deep cartilage defects, may provide
moderate accuracy for grade II lesions. For grade I l-
esions, however, the obtained accuracy remains limited
compared to minimal invasive techniques such as arth-
roscopy [14, 37, 48–51]. Recent data on the addition of
T2 mapping sequence to a routine MR protocol at 3.0 T
report improved sensitivity in the early detection of cartil-
age degenerative lesions [15]. Moreover, the application of
3D SPGR (for cartilage thickness) and 3D inversion
recovery-prepared SPGR sequences after dGEMRIC, has
demonstrated good results in the diagnosis of early-stage
cartilage degeneration [19].
von Engelhardt et al. reported a uniform (medial, lat-
eral) distribution of grade I/II defects in 3-T MRI exams
[40]. High-grade lesions (grade III/IV), however, showed
a predilection for medial localization. Their results cor-
respond closely with those of the present study. Overall,
29.8 % of the detected lesions were located in the lateral
compartment and 37.2 % in the medial compartment. In
our cohort, higher-grade lesions were located in the
medial knee joint compartment. Several studies report
cartilaginous lesions occurring preferentially in the
Table 2 Topographic statistical analysis
Outerbridge grade Sensitivity Specificity Positive predictive value Negative predictive value p value
I 8.8 99.5 80.0 92.0 0.00
II 67.9 99.2 76.6 98.2 0.00
III 74.0 99.6 85.2 99.3 0.00
IV 83.3 99.8 84.4 99.8 0.00
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medial compartment and/or in the medial femoral con-
dyle [1, 22–26, 42].
Limitations
Despite our efforts to ensure the validity of the present
study, certain limitations are observed. The size of this
patient cohort is limited to allow permanent conclusions.
A further limitation represents the lack of comparative
group with 1.5-T MR. Therefore, no comparisons could
be performed between 3- and 1.5-T MR images. Addition-
ally, our radiological evaluation included only standard as
well as 3D-DESS sequences on a 3-T MRI. At that time,
these were the sequences used for cartilage investigation
at our institution. DESS has been widely applied for cartil-
age evaluation [42]. 3D sequences have been proposed by
the Osteoarthritis Initiative to provide additional coronal
and axial reconstructions for improved cartilage evalu-
ation [16]. However, nowadays, intermediate (fat satu-
rated) FSE/TSE as well as 3D SPGR sequences (for
cartilage thickness) and 3D inversion recovery-prepared
SPGR sequences after dGEMRIC sequences have also
been applied, providing superior cartilage imaging, even
for the early lesions [19, 52, 53]. In a recent review of
Sasho, the author suggests two types of MR imaging for
the evaluation of knee cartilage: Whole-Organ Magnetic
Resonance Imaging Score (WORMS) for the assessment
of the status of knee joint as a whole as well as specific
sequences such as dGEMRIC, T2 mapping, and T1 rho
for the assessment of cartilage status [54].
Conclusions
The results of this study demonstrate that 3-T MRI with
conventional and 3D-DESS cartilage-specific sequences
represents an accurate diagnostic tool for grade III and
IV lesions. Moderate sensitivity was encountered for
grade I and II lesions; the technique displays limited
sensitivity to provide reliable diagnosis compared to
knee arthroscopy for early cartilage defects.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
SK and HB carried out the MRI analysis. SK performed all the arthroscopies.
SM, AK, and SSA participated at the arthroscopies and analyzed the data. AKE
participated in the design of the study. SK and DSE conceived of the study
and participated in its design and coordination and helped to draft the
manuscript. All authors read and approved the final manuscript.
Author details
1Department of Orthopaedic Surgery, Inselspital, University of Bern,
Freiburgstrasse, CH-3010 Bern, Switzerland. 2Department of Diagnostic,
Interventional and Pediatric Radiology, Inselspital, University of Bern,
Freiburgstrasse, Bern CH-3010, Switzerland. 3Department of Emergency
Medicine, Inselspital, University of Bern, Freiburgstrasse, Bern CH-3010,
Switzerland. 43rd Department of Orthopaedic Surgery, KAT Hospital,
University of Athens, Athens, Greece.
Received: 12 June 2015 Accepted: 23 November 2015
References
1. Hjelle K, Solheim E, Strand T, Muri R, Brittberg M. Articular cartilage defects
in 1,000 knee arthroscopies. Arthroscopy. 2002;18:730–4.
2. Dandy DJ, Jackson RW. Diagnosis of internal derangements of the knee. The
role of arthroscopy. J Bone Joint Surg Br. 1975;57:346–8.
3. De Haven KE, Collins HR. Diagnosis of internal derangements of the knee. J
Bone Joint Surg Am. 1975;57:802–10.
4. Fischer SP, Fox JM, Pizzo W, Friedman MJ, Snyder SJ, Ferkel RD. Accuracy of
diagnosis from magnetic resonance imaging of the knee. J Bone Joint Surg
Am. 1991;73:2–10.
5. Halbrecht JL, Jackson DW. Office arthroscopy: a diagnostic alternative.
Arthroscopy. 1992;8:320–6.
6. Sherman OH, Fox JM, Snyder SJ. Arthroscopy—“no problem surgery”. An
analysis of complications in two thousand six hundred and forty cases. J
Bone Joint Surg Am. 1986;68:256–65.
7. Committee on Complications of the Arthroscopy Association of North
America. Complications in arthroscopy: the knee and other joints.
Arthroscopy. 1986;2:253–8.
8. Acebes C, Roman-Blas JA, Delgado-Baeza E, Palacios I, Herrero-Beaumont G.
Correlation between arthroscopic and histopathological grading systems of
articular cartilage lesions in knee osteoarthritis. Osteoarthritis Cartilage. 2009;
17:205–12.
9. Behairy NH, Dorgham MA, Khaled SA. Accuracy of routine magnetic
resonance imaging in meniscal and ligamentous injuries of the knee:
comparison with arthroscopy. Int Orthop. 2009;33:961–7.
10. Crawford R, Walley G, Bridgman S, Maffulli N. Magnetic resonance imaging
versus arthroscopy in the diagnosis of knee pathology, concentrating on
meniscal lesions and ACL tears: a systematic review. Br Med Bull. 2007;84:5–
23.
11. Van Dyck P, Kenis C, Vanhoenacker FM, Lambrercht V, Wouters K, Gielen JL,
et al. Comparison of 1.5- and 3-T MR imaging for evaluating the articular
cartilage of the knee. Knee Surg Sports Traumatol Arthrosc. 2014;22:1376–
84.
12. Friemert B, Oberlander Y, Schwarz W, Haberle HJ, Bahren W, Gerngross, et
al. Diagnosis of chondral lesions of the knee joint: can MRI replace
arthroscopy? A prospective study. Knee Surg Sports Traumatol Arthrosc.
2004;12:58–64.
13. Ochi M, Kanda T, Sumen Y, Ikuta Y. The diagnostic value and limitation of
magnetic resonance imaging on chondral lesions in the knee joint.
Arthroscopy. 1994;10:176–83.
14. Handelberg F, Shahabpour M, Casteleyn PP. Chondral lesions of the patella
evaluated with computed tomography, magnetic resonance imaging, and
arthroscopy. Arthroscopy. 1990;6:24–9.
15. Kijowski R, Blankenbaker DG, Munoz Del Rio A, Baer GS, Graf BK. Evaluation
of the articular cartilage of the knee joint: value of adding a T2 mapping
sequence to a routine MR imaging protocol. Radiology. 2013;267:503–13.
16. Peterfy CG, Schneider E, Nevitt M. The osteoarthritis initiative: report on the
design rationale for the magnetic resonance imaging protocol for the knee.
Review. Osteoarthritis Cartilage. 2008;16:1433–41.
17. Eckstein F, Kunzy M, Schutzery M, Hudelmaler M, Jackson RD, Yu J, et al.
Two-year longitudinal change and testeretest-precision of knee cartilage
morphology in a pilot study for the osteoarthritis initiative. Brief report.
Osteoarthritis Cartilage. 2007;15:1326–32.
18. Weckbach S, Mendlik T, Horger W, Wagner S, Reiser MF, Glaser C.
Quantitative assessment of patellar cartilage volume and thickness at 3.0
tesla comparing a 3D-fast low angle shot versus a 3D-true fast imaging
with steady-state precession sequence for reproducibility. AJR Am J
Roentgenol. 2006;41:189–97.
19. Crema MD, Hunter DJ, Burstein D, Roemer FW, Li L, Eckstein F, et al.
Association of changes in delayed gadolinium-enhanced MRI of cartilage
(dGEMRIC) with changes in cartilage thickness in the medial tibiofemoral
compartment of the knee: a 2 year follow-up study using 3.0 T MRI. Ann
Rheum Dis. 2014;73:1935–41.
20. Van Dyck P, Vanhevel F, Vanhoenacker FM, Wouters K, Grodzki DM, Gielen
JL, et al. Morphological MR imaging of the articular cartilage of the knee at
3 T-comparison of standard and novel 3D sequences. Insights Imaging.
2015;6:285–93.
Kohl et al. Journal of Orthopaedic Surgery and Research  (2015) 10:191 Page 6 of 7
21. Potter HG, Linklater JM, Allen AA, Hannafin JA, Haas SB. Magnetic resonance
imaging of articular cartilage in the knee. An evaluation with use of
fast-spin-echo imaging. J Bone Joint Surg Am. 1988;80:1276–84.
22. Figueroa D, Calvo R, Vaisman A, Carrasco MA, Moraga C, Delgado I. Knee
chondral lesions: incidence and correlation between arthroscopic and
magnetic resonance findings. Arthroscopy. 2007;23:312–5.
23. Aroen A, Loken S, Heir S, Alvik E, Ekeland A, Granlund OG, et al. Articular
cartilage lesions in 993 consecutive knee arthroscopies. Am J Sports Med.
2004;32:211–5.
24. Curl WW, Krome J, Gordon ES, Rushing J, Smith BP, Poehling GG. Cartilage
injuries: a review of 31,516 knee arthroscopies. Arthroscopy. 1997;13:456–60.
25. Niemeyer P, Pestka JM, Erggelet C, Steinwachs M, Salzmann GM,
Sudkamp NP. Comparison of arthroscopic and open assessment of size
and grade of cartilage defects of the knee. Arthroscopy. 2011;27:46–51.
26. Widuchowski W, Widuchowski J, Trzaska T. Articular cartilage defects: study
of 25,124 knee arthroscopies. Knee. 2007;14:177–82.
27. Disler DG, McCauley TR, Wirth CR, Fuchs MD. Detection of knee hyaline
cartilage defects using fat-suppressed three-dimensional spoiled gradient-echo
MR imaging: comparison with standard MR imaging and correlation with
arthroscopy. AJR Am J Roentgenol. 1995;165:377–82.
28. Ficat RP, Philippe J, Hungerford DS. Chondromalacia patellae: a system of
classification. Clin Orthop Relat Res. 1979;144:55–62.
29. Noyes FR, Stabler CL. A system for grading articular cartilage lesions at
arthroscopy. Am J Sports Med. 1989;17:505–13.
30. Von Engelhardt LV, Schmitz A, Burian B, Pennekamp PH, Schild HH, Kraft CN,
et al. 3-Tesla MRI vs. arthroscopy for diagnostics of degenerative knee
cartilage diseases: preliminary clinical results. Orthopade. 2008;37:916–22.
31. Gong X, Jiang D, Wang YJ, Wang J, Ao YF, Yu JK. Second-look arthroscopic
evaluation of chondral lesions after isolated anterior cruciate ligament
reconstruction: single-versus double-bundle reconstruction. Am J Sports
Med. 2013;41:2362–7.
32. Suh JS, Lee SH, Jeong EK, Kim DJ. Magnetic resonance imaging of articular
cartilage. Eur Radiol. 2001;11:2015–25.
33. Koch Gary G. “Intraclass correlation coefficient”. In: Kotz S, Johnson NL,
editors. Encyclopedia of Statistical Sciences 4. New York: John Wiley & Sons;
1982. p. 213–7.
34. Disler DG, Recht MP, McCauley TR. MR imaging of articular cartilage. Skeletal
Radiol. 2000;29:367–77.
35. Lang P, Noorbakhsh F, Yoshioka H. MR imaging of articular cartilage: current
state and recent developments. Radiol Clin North Am. 2005;43:629–39.
36. Brittberg M. Evaluation of cartilage injuries and cartilage repair. Osteologie.
2000;11:17–25.
37. Cicuttini FM, Wluka AE, Wang Y, Stuckey SL. Longitudinal study of changes
in tibial and femoral cartilage in knee osteoarthritis. Arthritis Rheum. 2004;
50:94–7.
38. Lee KY, Masi JN, Sell CA, Schier R, Link TM, Steinbach LS, et al.
Computer-aided quantification of focal cartilage lesions using MRI:
accuracy and initial arthroscopic comparison. Osteoarthritis Cartilage.
2005;13:728–37.
39. Naranje S, Mittal R, Nag H, Sharma R. Arthroscopic and magnetic resonance
imaging evaluation of meniscus lesions in the chronic anterior cruciate
ligament-deficient knee. Arthroscopy. 2008;24:1045–51.
40. von Engelhardt LV, Kraft CN, Pennekamp PH, Schild HH, Schmitz A, von
Falkenhausen M. The evaluation of articular cartilage lesions of the knee
with a 3-Tesla magnet. Arthroscopy. 2007;23:496–502.
41. Jungius KP, Schmid MR, Zanetti M, Hodler J, Koch P, Pfirrmann CW.
Cartilaginous defects of the femorotibial joint: accuracy of coronal short
inversion time inversion-recovery MR sequence. Radiology. 2006;240:482–8.
42. Recht MP, Kramer J, Marcelis S, Pathria MN, Trudell D, Haghighi P, et al.
Abnormalities of articular cartilage in the knee: analysis of available MR
techniques. Radiology. 1993;187:473–8.
43. Ruehm S, Zanetti M, Romero J, Hodler J. MRI of patellar articular cartilage:
evaluation of an optimized gradient echo sequence (3D-DESS). J Magn
Reson Imaging. 1998;8:1246–51.
44. Eckstein F, Hudelmaier M, Wirth W, Kiefer B, Jackson R, Yu J, et al. Double
echo steady state magnetic resonance imaging of knee articular cartilage at
3 Tesla: a pilot study for the Osteoarthritis Initiative. Ann Rheum Dis. 2006;
65:433–41.
45. Wirth W, Nevitt M, Hellio Le Graverand MP, Benichou O, Dreher D, et al.
Sensitivity to change of cartilage morphometry using coronal FLASH,
sagittal DESS, and coronal MPR DESS protocols comparative data from the
Osteoarthritis Initiative (OAI). Osteoarthritis Cartilage. 2010;18:547–54.
46. Disler DG, McCauley TR, Kelman CG, Fuchs MD, Ratner LM, et al. Fat-
suppressed three-dimensional spoiled gradient-echo MR imaging of hyaline
cartilage defects in the knee: comparison with standard MR imaging and
arthroscopy. AJR Am J Roentgenol. 1996;167:127–32.
47. Gold GE, Fuller SE, Hargreaves BA, Stevens KJ, Beaulieu CF. Driven
equilibrium magnetic resonance imaging of articular cartilage: initial clinical
experience. J Magn Reson Imaging. 2005;21:476–81.
48. Smith TO, Drew BT, Toms AP, Donell ST, Hing CB. Accuracy of magnetic
resonance imaging, magnetic resonance arthrography and computed
tomography for the detection of chondral lesions of the knee. Knee Surg
Sports Traumatol Arthrosc. 2012;20:2367–79.
49. Potter HG, Linklater JM, Allen AA, Hannafin JA, Haas SB. Magnetic resonance
imaging of articular cartilage of the knee: an evaluation with use of fast spin
echo imaging. J Bone Joint Surg Am. 1998;80:1276–84.
50. Fischbach F, Bruhn H, Unterhauser F, Ricke J, Wieners G, Felix R, et al.
Magnetic resonance imaging of hyaline cartilage defects at 1.5 T and 3.0 T:
comparison of medium T2-weighted fast spin echo, T1-weighted
two-dimensional and three-dimensional gradient echo pulse sequences.
Acta Radiol. 2005;46:67–73.
51. Luhmann SJ, Schootman M, Gordon JE, Wright RW. Magnetic resonance
imaging of the knee in children and adolescents. Its role in clinical
decision-making. J Bone Joint Surg Am. 2005;87:497–502.
52. Masciocchi C, Barile A, Lelli S, Calvisi V. Magnetic resonance imaging (MRI)
and arthro-MRI in the evaluation of the chondral pathology of the knee
joint. Radiol Med. 2004;108:149–58.
53. Roemer FW, Crema MD, Tratting S, Guermazi A. Advances in imaging of
osteoarthritis and cartilage. Radiology. 2011;260:332–54.
54. Sasho T. MR imaging for the assessment of osteoarthritic knees. Clin
Calcium. 2011;21:903–9.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Kohl et al. Journal of Orthopaedic Surgery and Research  (2015) 10:191 Page 7 of 7
